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ABSTRACT
The purpose of this study was to investigate the relationship between scores on
the WAB and ratings on the ASHA Functional Assessment of Communication Skills for
Adults (ASHA FACS1 for adults with aphasia. Twenty subjects with aphasia participated
in this study with a mean age of 66 years. The ASHA FACS was completed through an
interview format with the speech-language pathologist who was familiar- with the subject.
On a different occasion, the WAB was administered to each subject.
A simple Analysis of Variance showed significant differences between the fluent
and nonfluent subjects on all subtests of the WAB and ASHA FACS. All of the analyses
were significant at or beyond the .05 level of confidence.
Pearson Product Moment Correlation analyses were performed for individuals
with fluent and nonfluent aphasia. The results, for individuals with fluent aphasia
showed significant positive relationships (of at least p<.05) for auditory verbal
comprehension on the WAB and the domains of communication of basic needs, daily
planning and the overall qualitative dimension mean score (OQDMS) on the ASHA
FACS. Significant positive relationships (of at least p<.05) were also found between the
naming subtest of the WAB and the domains of communication of basic needs, daily
planning and the OQDMS on the ASHA FACS for individuals with fluent aphasia. A
significant positive relationship (pc.Ol) was found between the aphasia quotient on the
WAB and the OQDMS on the ASHA FACS. No other subtests were found to reveal a
significant relationship at the .05 level.

Pearson Product Moment Correlations analyses for subjects with nonfluent
aphasia on the WAB and ASHA FACS revealed a significant negative relationship
between the subtest of spontaneous speech on the WAB and the domains of
communication of basic needs and reading, writing, and number concepts on the ASHA
FACS. A significant negative relationship was also found for the subtest of auditory
verbal comprehension on the WAB and the OQDMS on the ASHA FACS. No other
significant correlations were found between the subtests of either measure at the .05 level
of significance.
These findings revealed that both of the assessment tools, the WAB and the
ASHA FACS, were assessing similar levels or communication for the individuals with
fluent and nonfluent aphasia. Also, the ASHA FACS was able to differentiate between
subjects with fluent and nonfluent aphasia, although it could not distinguish between the
subtypes of aphasia within each category. The scores obtained by individuals with fluent
aphasia reflect their ability, although impaired to communicate through all the modalities
of speaking, reading, writing and gesturing. Individuals with nonfluent aphasia scored
poorly on the subtests of the WAB that required a verbal response, but were rated higher
on tasks of functional communication on the ASHA FACS. Since several modalities of
communication, other than speech, are acceptable on the ASHA FACS, subjects with
nonfluent aphasia were rated higher.
This investigation found that the ASHA FACS was a useful instrument of
functional communication in that it may provide clinicians with information not captured
by traditional assessment tools.

CHAPTER ONE

INTRODUCTION AND REVIEW OF LITERATURE
Introduction
The concept of aphasia has been defined in various ways over the years.
Historically, researchers formulated a definition of aphasia based on their belief of the
nature of the underlying disturbance (Eisenson, 1984). Davis (1983) defined aphasia as
“an acquired impairment of language process underlying expressive and receptive
modalities and caused by damage to areas of the brain which are primarily responsible for
language functioning” (p. 1). Typically the impairment is sudden in onset and is
“incurred as a consequence of disease or injury of the dominant (.usually left) hemisphere
(Eisenson, 1984, p.45). For an individual with aphasia, assessment is crucial in the
development of a language rehabilitation program (Tikofsky, 1984). The purposes for
conducting assessments are multiple and include the following: to arrive at a differential
diagnosis, to determine present level of functional communication, to determine site of
lesion, to offer a prognosis, to decide on a plan for treatment, and lastly as a means to
determine progress (Dailey, 1982; Tikofsky, 1984).
Darley (1982) provided an overview of the most useful standardized tests
' ' torically used to assess the performance of individuals with aphasia. These included:
The Porch Index of Communicative Ability (PICA) (Porch, 1971), The Minnesota Test
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for Differential Diagnosis of Aphasia (MTDDA) (Schuell. 1965). The Boston Diagnostic
Aphasia Examination (BDAE) (Goodglass & Kaplan, 1972), the Western Aphasia
Battery iWAB) (Kertesz, 1982), the Aphasia Language Performance Scales (ALPS)
(Keenan, 1975) and the Neurosensorv Center Comprehensive Examination for Aphasia
(NCCEA) (Spreen & Benton, 1977).
It has beep several decades since Darlev (1972) challenged aphasiologists to
demonstrate the effectiveness of aphasia treatment (Robey. 1994). Many researchers
have determined treatment effectiveness by improved performance on repeated
administrations of the aphasia tests (Aten, Caligiuri, & Holland. 1982). Recently,
researchers have begun to distinguish between the terms of “efficacy" and
“effectiveness”. Efficacy has been defined as a specified change in performance on a
measure due to the specified treatment, while effectiveness has been defined as a
meaningful change in functional daily skills due to the specified treatment (Brookshire.
1994). Both are relevant to aphasia treatment.
Functional assessment is increasingly becoming a vital supplement to the
traditional assessment batteries utilized in rehabilitation programs for individual’s with
aphasia (Frattali, 1992). Frattali, Thompson, Holland, Wohl and Ferketic (1995) provided
the definition of functional assessment as described by the ASHA Advisory Panel (1990)
as follows:
Functional assessment of communication assesses the extent of ability to
communicate with others in a variety of contexts, considering environmental
modifications, adaptive equipment, time required to communicate, and listener
familiarity with the client. Special accommodations of the communication
partner to either receive or enhance the reception of messages must be considered
(p. 12).
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The pressure tor accountability has brought about a need for reliable, valid, and sensitive
functional assessment instruments. Lomas et al. (1989) noted that the instruments
available to date have been unsatisfactory in the assessment of functional communication
skills for one or more of the following reasons: they are incomplete in their
documentation of psychometric properties, correlate poorly with observation of
nonverbal communication, prove challenging to administer and score and show low
sensitivity to change over time. The above reasons prompted the American-SpeechLanguage Hearing Association (ASHA) to embark on a project that would result in "a
practical, sensitive, reliable, and valid instrument that could measure functional
communication of adults who have speech, language, or cognitive impairments”
(Frattali, Thompson, Holland, Wohl, & Ferketic, 1995, p. 7). In 1995, after pilot testing
and revisions were completed, the ASHA Functional Assessment of Communication
Skills for Adults (ASHA FACS) was launched, for use by the profession of speechlanguage pathology.
The present study was a replication of the investigation by Ranum-Ravnaas
(1997) of the concurrent validity of the ASHA Functional Assessment of Communication
Skills for Adults (ASHA FACS) (Frattali, Thompson, Holland, Wohl, & Ferketic, 1995)
in assessing the functional outcomes of individuals with aphasia.
Statement of the Problem
The purpose of this study was to investigate a newly developed scale of functional
assessment and its ability to identify functional communication behavior in individuals
diagnosed with aphasia. This study addressed the following questions:

(1) Is the ASHA FACS sensitive to communication differences exhibited by the
various classifications of aphasia?:
(2) How do the subtests on the ASHA FACS correlate with the subtests on the
WAB? (Keitesz, 1982);
(3) Which of the subtests on the WAB and the ASHA FACS demonstrate the
highest correlation?
Review of Literature
Aphasia is defined by Davis (1983) as “an acquired impairment of language
process underlying expressive and receptive modalities and caused by damage to areas of
the brain which are primarily responsible for language functioning” (p. 1). Aphasia is
multifaceted in nature and can create deficits in the modalities of reading, writing,
comprehension, speaking and listening. Individuals affected with this condition can
exhibit a wide range of symptoms, thus there are many different profiles ot aphasia.
Damasio (1992) described individual’s with aphasia who could “no longer accurately
convert the sequences of nonverbal mental representations that constitute thought into the
symbols and grammatical organization that constitute language.” (p. 531). Thus, the
individual with aphasia may know what they want to say but have lost the neural
pathways of retrieval.
Aphasia is caused by neurologic insult to the language-related areas of the cerebral
hemispheres (Damasio, 1992). Stroke, head injury, cerebral tumors and degenerative
dementia account for many cases of aphasia (Damasio, 1992). According to Davis (1983),
advancing age is a factor most consistently associated with stroke. This is particularly
alarming when the advancing age of the American population is considered.
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Approximately 80 million individuals in the United States develop aphasia each year
(Chapey, 1994). In all cases aphasia is a disruptive condition for the affected individual.
As described by Damasio (1992) not only does aphasia disrupt communication, it also
“often compromises decision making, creativity, and the ability to perform calculations,
since those abilities rely in part on the use of internal speech” (p. 531). The site of lesion
that causes aphasia is often in the left cerebral hemisphere which is generally dominant for
language. The symptoms observed with the different classifications of aphasia vary
according to the site of lesion.
Many different systems have been utilized to classify aphasia. These
classification systems arose from the observation that individuals with various aphasia
types often exhibited commonalties and a common impairment (Darley, 1982).
Currently, a dichotomy is used that classifies individuals with aphasia as fluent or
nonfluent according to site of lesion and their presenting symptoms. Fluent aphasia
results from posterior lesions in the left hemisphere of the brain. Generally, Wernicke’s
aphasia, conduction aphasia, anomic aphasia and transcortical sensory aphasia are
classified as the fluent aphasias. Circumlocutions, paraphasias of all types, and jargon
are the presenting symptoms associated with these aphasias (Davis, 1983). Nonfluent
aphasia results from anterior lesions in the left hemisphere of the brain. The nonfluent
aphasias include Broca’s aphasia, global aphasia and transcortical motor aphasia.
Individuals with nonfluent aphasias are very likely to exhibit the dominant symptom of
aggrammatism in their language, as well as incomplete grammar, frequent perseverations,
short phrases and minimal prosody (Davis, 1983).
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Individuals with aphasia are likely to receive rehabilitative services by a speechlanguage pathologist in one or more of a variety of settings. These include: hospitals,
rehabilitation centers, nursing homes, skilled nursing facilities, private offices, or a
community or university clinic (Chapey, 1994; Davis 1983). The speech-language
pathologists involved in aphasia rehabilitation serve many roles including: differential
diagnosis and assessment, treatment, education, and counseling of patients and their
families (Davis, 1983).
Historically, the effectiveness of aphasia therapy has been measured most
frequently by repeated administrations of tests such as the BDAE (Goodglass & Kaplan,
1972), MTDDA (Schuell, 1965), or the PICA (Porch, 1971) (Aten, Caligiuri & Holland,
1982; Chapey, 1994). Improvements of test scores on these repeated measures are often
cited as the basis for the efficacy of aphasia therapy. However as Brookshire (1994)
indicated, “we cannot say with confidence whether changes in test scores of a given
magnitude (even though statistically significant) represent meaningful changes in
subjects’ daily communicative ability, and whether the changes obtained were worth
what it cost to get them” (p. 10). The goal of aphasia rehabilitation is to improve
communication in daily living situations for the individual with aphasia, not to solely
improve scores on standardized test measures (Peach, 1992). In 1965, Taylor indicated
that the role of aphasia tests in assessment were to describe the remaining language
residuals in each modality for an affected individual. According to Taylor (1965)
however, the tests did not report on “what the patient does in his attempts to circumvent
his verbal impairment” (p. 102). An individual may not respond appropriately during
formal testing but may exhibit appropriate responses during casual interactions (Taylor,
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1965). It is these functional communicative interactions that should aiso be addressed
during assessments of individuals with aphasia.
The value of clinical tests has been questioned over the years. If an individual is
able to score higher on two administrations of the same test given six months apart, what
does this tell us about their functional communication? Does this also improve? In 1965,
Taylor reported that "standard practice in the language evaluation of aphasia, the socalled aphasia tests, [is to] measure clinical performance rather than unforced, voluntary,
and habitual utterances that characterize spoken language" (p. 103). This practice seems
to miss the core of what language and communication are (Chapey, 1992).
Taylor (1965) distinguished between the terms of clinical and functional
performance with regard to assessment. Taylor (1965) used clinical performance to refer
to “verbal performance under test or other task oriented conditions” while functional
performance was used in reference to “verbal performance under conditions which
simulate the natural use of language” (p. 102). Individuals with aphasia may exhibit
higher functional rather clinical performance and visa versa. Therefore, a functional
assessment tool used in addition to the traditional assessment batteries would be
beneficial in assessing clinical and functional performance in various modalities.
Clinical testing in aphasia therapy has shown that individual's with aphasia can
improve on subsequent administrations of tests without a corresponding improvement in
day to day communication skills. The efficacy of speech-language therapy has been
questioned out of research in this area. Aten, Caligiuri, and Holland (1982) have noted
that few studies have focused on the efficacy of speech and larguage therapy for patients
with aphasia (p. 93). Some of the limited studies have shown treatment for aphasia is

efficacious, while others have not verified the same success (Wertz, 1987). A plausible
explanation for the variability in research findings may be that researchers "differ in their
ability to cope with the three major requirements of aphasia treatment studies—control
for variables that influence improvement, control for spontaneous recovery, and
definition of a no-treatment group" (Wertz, 1987, p. 6).
In 1972, Darley commented that “it will be difficult to design adequate studies of
the efficacy of aphasia therapy” (p. 19). First researchers must consider differences
among patients that may influence treatment such as: “age; education; premorbid
occupation; premorbid intelligence; cause of aphasia; size and location of brain damage;
health after onset of aphasia; severity of aphasia; type of aphasia; time postonset when
treatment begins; and amount, intensity and duration of treatment” (Wertz, 1987, p.2).
Secondly, improvements in language during the early period postonset may occur as
result of spontaneous recovery. Potential explanations for “this recovery consist of
proposed adjustments or changes in the brain and of proposed modifications of cognitive
functions underlying language” (Davis, 1983, p. 85). This recovery further complicates
the process of determining the effects of treatment on language improvement (Wertz,
1987). While disagreement existed among researchers regarding the exact time frame of
spontaneous recovery, it is generally agreed that most recovery occurs within six months
postonset (Davis, 1983). Third, in order to demonstrate or refute the efficacy of
treatment one group of subjects must receive treatment and a second group must be
assigned to a no-treatment group. At the end of the trial, the groups are then compared.
However, this practice has been deemed unethical, as Wertz (1987) stated “treatment for
aphasia exists, and because it does, many argue that it is unethical to withhold it in a
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controlled treatment trial” (p. 3). In order to demonstrate the efficacy of aphasia
treatment, research designs must control for the inherent complications of such studies.
Some researchers have delineated specific criteria to determine whether aphasia
treatment is efficacious. Wertz (1987) found, "that aphasia treatment benefits the patient
who has suffered a single, left hemisphere thromboembolic infarct, whose aphasia is
moderately severe, who is three months or less post onset of aphasia, and who receives at
least three hours of treatment each week for at least five months" (p. 9). Problems can
arise from criteria such as these and the redefinition of "functional" imposed by third
party payers. If an individual is mildly aphasic and has been deemed to have basic
communicative skills, but does not function in everyday life, is it ethical to withhold
treatment? (Elman & Bernstein-Ellis, 1995).
Studies conducted by several researchers (Lincoln et al., 1984; Samo, Silverman,
& Sands, 1970) have not provided evidence to support the efficacy of aphasia treatment.
However, as Wertz (1987) indicated, minimal selection criteria were utilized in these
studies. In the Lincoln et al. (1984) study, it was not indicated "how many patients had
suffered left hemisphere, right hemisphere, or bilateral infarcts; how many had suffered
cerebral hemorrhage; or how many were aphasic and how many displayed multinfarct
dementia" (p. 7). Secondly, only 26% of the subjects in the study received close to the
prescribed amount of treatment (Wertz, 1987). In the Samo et al. (1970) study, random
assignment to groups was not employed.
Current trends in aphasia assessment “reflect the accountability model in use in
intervention and test discrete, specific, highly measurable surface structure language

10

behaviors” rather than functional communication which may be more difficult to measure
(Chapey, 1992, p. 89).
More and more the term “functional” is being addressed with regard to outcomes
of aphasia therapy. With the onset of managed health care, third party payers are
redefining the term functional (Elman & Bemstein-Ellis, 1995). Third party payers’
definition of functional applies to only the most basic communicative skills, such as those
skills acquired by individuals in first grade, therefore effective, relevant treatment that
goes beyond basic communicative tasks may not be reimbursed (Elman & BemsteinEllis, 1995). A rising concern of speech-language pathologists with this "basic skills"
definition of functional is that individual's with aphasia who have regained their basic
skills, but are not functional in everyday life by their own standards, will not be
considered treatment candidates (Elman & Bemstein-Ellis, 1995).
The ASHA Advisory Panel (1990) defined functional communication as the
following: “the ability to receive a message or to convey a message, regardless of the
mode, to communicate effectively and independently in a given environment” (Frattali,
1992, p. 64).
This definition takes into account the fact that communication needs may change
across individuals and environments (Frattali, 1992). A highly educated individual will
have different communication needs than an individual with little vocational training.
Similarly, an individual returning to work after a stroke would have increasing
communicative demands placed upon them than they previously encountered at home
(Frattali, 1992). Aten (1994) emphasized the need for functional communication to be
individually defined for each patient while considering “the severity of the

communication disturbance, the prernorbid and present self-chosen lifestyle of the
patient, and the setting in which that person will ultimately reside” (p. 292). Speechlanguage pathologists must be sensitive to the fact that for individuals with aphasia, the
spectrum of communication needs is broad (Aten, 1994).
Assessment of functional communication is important for several reasons. First,
outcomes of therapy are increasingly being used to determine the extent of rehabilitative
services provided to individuals with communication disabilities (Frattali et al., 1995).
Secondly, as Frattali (1995) specified “there may not be a one-to-one relationship
between specific speech, language, cognitive, or hearing impairments and functional
ability to communicate” (p. 14). A third reason pertains to the efficacy of treatment. If
functional communication is not shown to improve as the result of treatment, the efficacy
of aphasia may be questioned. The above reasons provide a rationale for using
“functional assessment as a supplement - not replacement - to traditional measures of
impairment and measures of handicap” (Frattali et ah, 1995, p. 15).
To date, few assessment tools have been available to assess the functional
communication skills of individuals with aphasia. Some of the functional
communication instruments available include the following: the Functional
Communication Profile (FCP) (Samo, 1969), the Communicative Abilities in Daily
Living (CADL) (Holland, 1980), and the Communicative Effectiveness Index (CETI)
(Lomas et al., 1989). The FCP is one of the earliest measures of functional
communication and is based on the premise that traditional tests are not reflective of an
individuals everyday language function (Frattali, 1992). The FCP is a rating scale of 45
items divided into 5 categories considered to be common functions of everyday life
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(Davis, 1983). The CA

assesses functional communication in the three areas of

content/form, cognition, and use (Frattali, 1992). This tool provides the speechlanguage pathologist with a means for determining how the individual with aphasia will
react in everyday communicative situations (Tikofsky, 1984). The CETI focuses on four
aspects of communication namely, social need, life skill, basic need and health threat
and is based on d act observation by someone close to the patient (Frattali, 1992). This
tool was deveic ed to measure change in performance over time thus a visual analogue
scale was util ed to display the ratings on repeated administrations of the instrument
(Lomas et al., 1989).
M< re recently however, the ASHA FACS has been developed as a functional
communication measure to “overcome many of the limitations in available measures of
functional communication” (Frattali et al., 1995, p. 24). The following four assessment
domains assess functional communication at the level of the disability: 1) social
nmunication, 2) communication of basic needs, 3) reading, writing, and number
concepts, and 4) daily planning. In addition to these assessment domains, four qualitative
dimensions of communication are addressed including: 1) adequacy, 2) appropriateness,
3) promptness, and 4) communication sharing. The ASHA FACS is a measure of
performance not potential to perform, and is based on observations of the client by others
(Frattali et al., 1995). It is hoped that the ASHA FACS will “yield a robust body of
functional outcome data that can be used to document objectively the benefits of speechlanguage pathology services” (Frattali et al., 1995, p. 7).
The WAB was selected for this study on the basis that it is easily administered,
scored and interpreted. It has also been determined that the WAB is sound

13

psychometricaliy (Tikofsky, 1984). Once completed, the WAB yields information
regarding the main clinical aspects of language function: content, fluency, auditory
comprehension, repetition and naming, as we 11 as reading, writing and calculation
(Kertesz, 1982). An overall aphasia quotient (AQ) can be obtained and provides an
overall measure of severity while the cortical quotient (CQ) provides the nonverbal
scores (Kertesz, 1982).

CHAPTER TWO

METHODOLOGY
The purpose of this study was to investigate a newly developed scale of functional
assessment and its ability to identify functional communication skills in individuals
diagnosed with aphasia. This study determined the relationship between scores on the
WAB and ratings on the ASHA FACS for adults with aphasia.
Subjects
The subjects for this research study were selected from the Health Sciences
Centre and the St. Boniface Hospital in Winnipeg, Manitoba, and from the University of
North Dakota’s Speech, Language, and Hearing Clinic in Grand Forks, North Dakota.
Subjects were asked to volunteer in this research project by the speech-language
pathologists working with them in these facilities. Twenty individuals participated in the
study that suffered aphasia as a consequence of a stroke or cerebral injury. Twelve of the
participating subjects were classified as individuals with fluent aphasia, and eight
subjects were individuals with nonfluent aphasia based on results obtained from
the WAB.
The WAB provides criteria for classification that can be used to classify each
patient according to a taxonomic table (Kertesz, 1980). The fluency subtest of the WAB
distinguishes between fluent and nontluent patients based upon their verbal responses to
six personally relevant questions, and a description of a complex black and white picture.
14
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The following questions are asked in this subtest: 1) How are you today? 2) Have
you been here before? 3) What is your name? 4) What is your address? 5) What is your
occupation? And 6) Teli me a little about yourself? Or What seems to be the trouble? In
addition, patients are asked to provide as thorough of a description as they can about a
black and white scene that shows a family on a picnic with many activities going on
around them. Subjects are then rated on fluency according to the depth of the answers
they provided and the manner in which they were able to verbalize them.
This classification system was employed in this investigation to identify subjects
as fluent or nonfluent to reduce the subjectivity of individual responses and inter-rater
biases.
Table 1 presents the demographics for the individuals with fluent aphasia
according to gender, age, months post onset, and level of education in years. Subjects
with fluent aphasia ranged in age from 40 to 75 years, and were between 2 months and 11
years post onset of stroke or injury. According to test scores obtained on the WAB and
classification criteria (Kertesz, 1982), eight subjects were typed as anomic and two were
typed as having conduction aphasia. Two subjects were classified as nonaphasic on the
WAB as they achieved scores above the 93.8 cutoff, indicating no significant
impairment. These subjects were included in this investigation because they
demonstrated clinical evidence of mild aphasia. Both subjects exhibited word finding
difficulties, paraphasias, and circumlocution behaviors in their responses.
Table 2 provides a summary of descriptive information of subjects with nonfluent
aphasia. Subjects with nonfluent aphasia ranged in age from 58 to 80 years, and were
between 2 months and 4 years post onset of stroke. Two subjects were above the
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Table 1
Description of Subjects with Fluent Aphasia by Gender. Age, Number of Months Post
Onset and Years of Education

SUBJECT

GENDER

AGE

i
2
3
4
5
6
7
8
9
10
11
12

Male
Male
Male
Male
Male
Female
Male
Female
Male
Male
Male
Male

72
52
59
68
62
75
40
74
65
44
64
75

134
2
3
57
7
3
27
29
8
17
27
2

62.5

26.33

Mean

MONTHS POST ONSET

EDUCATION

College
12
12
10
College
Postsecondary Deg.
11
12
7
College
Not available
8

prerequisite age of seventy-five but were included in this study to provide a broader
interpretation of the correlations between the WAB and the ASHA FACS. According to
scores obtained on the WAB and the classification criteria provided by Kertesz (1982),
the eight individuals were typed as follows: Global (1), Broca’s (6) and Transcortical
Motor (1).
At the time of testing, of the 20 subjects, 5 subjects were inpatients; 15 subjects
were outpatients who lived independently (n=l) or with their spouse or family members
(n=14). All subjects were right-handed premorbidly. Subjects with visual or hearing
impairments were not excluded from this study. Subjects with a wide range of deficits
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Table 2
Description of Subjects with Nonfluent Aphasia by Gender. Age. Number of Months Post
Onset, and Years of Education

SUBJECTS

GENDER

AGE

1
2
3
4
5
6
7
8

Female
Male
Male
Male
Male
Male
Female
Male

78
80
65
75
60
58
73
72

22
52
5
2
13
24
41
41

70.13

25

Mean

MONTHS POST ONSET

EDUCATION

Not available
8
10
9
12
College
Not available
8

were included in this study to provide a broader interpretation of the ASHA FACS and its
ability to assess communication in individuals with aphasia.
This study involved one researcher and seven speech-language pathologists who
helped to complete the ASHA FACS for their patients. The family of one subject was
involved in completing the ASHA FACS rating scale.
Instrument
In order to assess the communication skills of the subjects, the WAB, a
standardized aphasia test, and the ASHA FACS, a functional communication measure
were administered.
The WAB was designed as a clinical tool to evaluate the main clinical aspects of
language comprehension such as: content, fluency, auditory comprehension, repetition
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and naming, reading, writing, and calculation (Kertesz, 1982). This tool is a modification
of BDAE developed by Goodglass and Kaplan (1972). Crary and Rothi (1989) noted that
the WAB evaluates the 4 major aspects of speech (spontaneous speech, auditory
comprehension, repetition and naming) via ten separate subtests that include information
content, fluency, yes/no questions, auditory word recognition, sequential commands,
repetition, object naming, word fluency, sentence completion and responsive speech. An
Aphasia Quotient (AQ) score is obtained by adding the weighted subtest scores of
spontaneous speech, auditory comprehension, repetition, and naming and multiplying by
two. Shewan and Kertesz (1980) indicate "the AQ is a functional measure of the severity
of the spoken language deficit in aphasia, with 100, a perfect score, easily attainable by
normal-speaking adults" (p. 309).
The WAB was designed for both clinical and research purposes. Shewan and
Kertesz (1980) found that this test can be administered to individuals with aphasia in a
one-hour session, but can be completed over several sessions if necessary.
The WAB was originally standardized on a sample of one hundred and fifty
individuals with aphasia and three groups of control subjects. Shewan and Kertesz (1980)
identified the first control group as normals and included 21 non-brain damaged
neurological patients with spinal cord disease or peripheral neuropathy. Individuals in
the second control group were identified as non-dominants and included 17 nondominant
hemispheric-lesion patients (Shewan & Kertesz, 1980). Individuals in the last control
group were identified as mixed and consisted of 21 diffusely brain damaged,
subcortically damaged, or dominant hemispheric-damaged individuals (Shewan &
Kertesz, 1980).
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Several types of reliability were assessed during the standardization of the WAB.
Reliability of test instruments is viewed as the ability of the test to consistently measure
what it is supposed to measure. Reliability is therefore "a measure of the ratio of the true
variance to the total variance in test scores" (Shewan & Kertesz, 1980, p. 312).
The internal consistency of the WAB was measured using Cronbach's alpha
statistic. Internal consistency refers "to the consistency of results obtained throughout a
single test administration" (Shewan & Kertesz, 1980, p.312). A coefficient of .905 was
obtained indicating high internal consistency. Since the WAB is made up of a number of
components, which yield a composite score, a Bentler's (1972) coefficient theta was also
performed. A coefficient of .974 was obtained indicating high internal consistency on the
component variables of the W AB.
Test-retest reliability refers to the consistency of scores from one test
administration to another. Test-retest reliability scores were derived using a sample of 38
individuals with chronic aphasia who were stable at the time of testing to avoid the
possibility of spontaneous recovery affecting the derived outcomes. Pearson productmoment correlation coefficients were computed for each subtest and indicated that the
WAB was highly stable over time.
Intrajudge reliability refers to the consistency of scoring of the same individual.
This was established for the WAB by having 3 judges view 10 videotaped
administrations of the WAB on 2 separate occasions (Shewan & Kertesz, 1980). The
correlation’s obtained for the 3 judges ranged from .926 to .999 indicating high
intrajudge reliability.
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Interjudge reliability refers to the degree of agreement of judges evaluating the
same test administration. Interjudge reliability was established for the WAB by having 8
judges view videotaped WAB test administrations of 10 individuals with aphasia. The
average intercorrelations across judges for each subtest and summary variables, AQ, and
CQ indicated high interjudge reliability. Each subtest and summary variable had
obtained correlations of .996 or better, with the exception of fluency at .984 (Shewan &
Kertesz, 1980).
Several types of validity were assessed during the standardization of the WAB.
Validity of a test instrument refers to whether a test actually measures what it purports to
measure. Content validity refers to the degree a test measures an intended content area
(Gay, 1996). According to Shewan & Kertesz (1980), the WAB appears to meet
subjective criteria for content validity.
Construct validity refers to the degree to which a test measures an intended
hypothetical construct (Gay, 1996). To assess the construct validity of the WAB, 15
subjects were selected who had been administered the WAB and the Neurosensory
Center Comprehensive Examination for Aphasia (NCCEA) within a two week period.
Corresponding subtests from the WAB and the NCCEA were matched, the scores added,
and Pearson Product Moment correlation coefficients computed (Shewan & Kertesz,
1980). A correlation of .973 was obtained indicating that when matched for content with
another aphasia test, the WAB has a high degree of construct validity.
The ASHA FACS has been refined to its present form through pilot and field test
results, peer reviewer comments, and examiner feedback (Frattali et al., 1995). This
functional communication measure measures disability and "the effects of specific
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impairments (e.g. auditory comprehension, verbal expression) on the performance of
daily life activities" (Frattaii et al„ 1995, p. 27). An observation format of administration
was selected, thus "the ASHA FACS ratings [are) based on observations of the clients or
on observations by others who are familiar with the client" (Frattaii et al., 1995, p.27).
The ASHA FACS is also a measure of performance. As Frattaii, Thompson, Holland,
Wohl, and Ferketic (1995) noted, "if a client has the potential but does not exercise this
potential in daily life activities, he or she is not functional" (p. 27).
The ASHA FACS consists of 4 assessment domains that assess functional
communication at the level of the disability, they include: 1) social communication
(21 questions), 2) communication of basic needs (7 questions), 3) reading, writing and
number concepts (10 questions), and 4) daily planning (5 questions). Each domain is
rated on a scale from 1 to 7. A rating of 7 indicates that the individual is able to perform
a task without the assistance and/or prompting of another individual. A rating of 1
indicates that despite constant assistance and/or prompting from another individual, the
patient is unable to perform the task.
Each of the 4 domains on the ASHA FACS is then given individual qualitative
ratings for the dimensions of adequacy, appropriateness, promptness, and communication
sharing. These are rated on a scale of 1 to 5. For instance, when rating the adequacy
dimension, a rating of 5 indicates that the individual always understands the gist of the
message and always gets their point across, while a score of 1 indicates that the client
never understands the gist of message and never gets point across.
Inter- and intra-rater reliability was established for communication independence
scores (i.e. social communication, communication of basic needs, reading, writing,
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number concepts, and daily planning) and qualitative dimension scores
(i.e. adequacy, appropriateness, promptness, and communication sharing) using Pearson
Product Moment correlations (Frattali et al., 1995). Inter-rater reliability for the overall
communication independence scores showed high interrater agreement with a mean
correlation of .95. Interrater reliability on the qualitative dimension also showed good
agreement with a mean correlation of .88. Interrater agreement across items varied "from
67% to 100% with a mean agreement of 93% for subjects with aphasia and 88% for
subjects with cognitive-communication impairment" (Frattali et al., 1995, p. 43).
Intrarater reliability for both overall communication independence scores and
qualitative dimension scores were .99 indicating high agreement.
To establish external validity, correlations were derived between the ASHA
FACS communication independence mean scores and both the WAB and Functional
Independence Measure (FIM) scores. Correlations between communication
independence scores and the WAB subtest scores ranged from .38 to .81 with a mean
correlation of .73 noted when correlated with the WAB AQ (Frattali et al., 1995, p. 44).
Correlations ranging from .61 to .83 were noted when overall communication
independence scores were correlated with FIM scores.
Design
A correlational design was utilized in this study to determine the relationship
between scores on the WAb subtests and the overall AQ and the ratings on the ASHA
F ' '"S
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Procedure
Before administration of the WAB or the ASHA FACS the researcher explained
to the subject and a .umily member the nature of this research project and their role,
should they consent to participate in the study. The subject and a family member were
required to sign a consent form to allow the researcher to obtain information regarding
the subject and to proceed with data collection.
Of the twenty subjects who participated in this study, eighteen were administered
the WAB in one or two one-hour sessions by the primary investigator in the facility
where they were currently receiving services (i.e. Health Sciences Centre or St. Boniface
Hospital). Two subjects were administered the WAB by the speech-language pathologist
currently working with them. The primary researcher obtained information for the
ASHA FACS by interviewing the subject’s speech-language pathologist or family
member. The ASHA FACS was completed prior to the WAB within a one-month period
to ensure no bias on the part of the researcher. Both tests were then scored by the
researcher and analyzed.
Data Analysis
The data for this study consisted of scores on the WAB and ratings on the ASHA
FACS for twelve individuals with fluent aphasia and eight individuals with nonfluent
aphasia. Scores were obtained on the WAB for the subtests of spontaneous speech,
auditory verbal comprehension, repetition, and naming. An aphasia quotient was also
calculated. Scores were obtained on the ASHA FACS for the subtests of social
communication, communication of basic needs, reading, writing, and number concepts,
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and daily planning. An overall communication independence mean score and an overall
qualitative dimension mean score were also calculated for each subject.
The scores obtained from the administrations of the WAB and the ASHA FACS
were then analyzed using an ANOVA and the Pearson Product Moment Correlation
Coefficient analyses.

CHAPTER THREE
RESULTS
The purpose of this study was to investigate a newly developed scale of functional
assessment, the ASHA FACS and its ability to identify functional communication skills
in individuals diagnosed with aphasia. This study determined the relationship between
scores on the WAB and ratings on the ASHA FACS for adults with aphasia. The
following research questions were addressed: (1) Is the ASHA. FACS sensitive to
communication differences exhibited by the various classifications of aphasia? (2) How
do the subtests on the ASHA FACS correlate with the subtests on the WAB? And (3)
Which of the subtests on the ASHA FACS and the WAB demonstrate the highest
correlation?
Twenty individuals with aphasia participated in this investigation of the predictive
value of the ASHA FACS in assessing the functional outcomes of individuals with
aphasia.
One of the research questions this study addressed was whether the ASHA FACS
was sensitive to communication differences exhibited by the various classifications of
aphasia. Tables 3 through 8 present the raw data by subtest, for the 12 subjects with
fluent aphasia and 8 subjects with nonfluent aphasia on the WAB and ASHA FACS.
WAB Test Score Results
Table 3 presents the raw data by subtest scores, for individuals with fluent
aphasia, on the WAB.
25
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Table 3
WAB Scores for Spontaneous Speech (SS). Auditory Verbal Comprehension (AVC).
Repetition (REP), Naming (NAM), and the Aphasia Quotient (AO) for Subjects with
Fluent Aphasia

SUBJECT

SS

AVC

REP

NAM

AQ

1
2
3
4
5
6
7
8
9
10
11
12

14
16
20
18
16
17
16
19
14
19
18
19

9.2
7.25
9.5
10
9.4
8.65
9.15
9.75
8.45
9.6
9.6
9.05

8.2
8.4
9.4
9.1
5.0
5.4
7.6
9.5
7.6
8.6
8.8
9.1

8.5
5.35
8.8
8.6
9.5
7.2
8.2
8.8
8.1
9.6
8.9
8.3

79.8
74
95.4
91.4
79.8
76.5
81.9
94.1
76.3
93.6
90.6
90.9

TOTAL
MEAN
SD

206
17.16
1.992

109.60
9.133
0.740

96.70
8.058
1.473

99.85
8.321
1.131

1024.3
85.36
8.00

Spontaneous Speech
Spontaneous speech was the first subtest on the WAB. This subtest was designed
“to elicit conversational speech from the patient in reply to questions asked in the context
of an interview and a picture description” (Kertesz, 1932, p.3). The raw scores of
subjects with fluent aphasia on this subtest ranged between i4 and 20 points, out of a
possible 20, with a mean score of 17.16 overall and standard deviation of 1.992.
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Auditory Verbal Comprehension
The subtest of auditory verba! comprehension required the subject to answer a
series of yes/no questions that became increasingly linguistically complex. The first nine
questions were personally relevant, the next five were related to the environment, and the
last six were more general (Kertesz, 1982). Also included in this subtest was an auditory
word recognition or word discrimination task that requires the subject to point to an item
spoken by the examiner. Lastly, “sequential commands are tested by a series of
sentences increasing in complexity and length” (Kertesz, 1982. p.4). Individuals must
respond to a series of commands spoken by the researcher in the appropriate order.
Subjects must be able to comprehend the sentences loaded with prepositions such as
with/to, on top, over, other side. The maximum score for this subtest is a score of 10.
The raw scores of individuals with fluent aphasia ranged between 7.25 and 10 on this
subtest with a mean score obtained of 9.133. The standard deviation was calculated
at .740.
Repetition
According to Kertesz (1982), this component assesses repetition through use of
”... high frequency single words of increasing length, composite words, numbers,
number-word combinations, high and low probability sentences and sentences of
increasing length and grammatical complexity” (p. 4). The raw scores obtained by
individuals with fluent aphasia ranged between 5.0 and 9.1, out of a possible 10, on this
subtest with a mean of 8.058 and standard deviation of 1.473.
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Naming
The naming subtest of the WAB required the subject to name 20 common items
on visual presentation. Some cueing was allowed in this subtest, however the scoring
reflects the level of cueing provided. For instance, if the subject was unable to name the
object upon visual presentation, they were allowed to hold it, and if necessary the first
phoneme of the object was provided (Kertesz, 1982). Subjects may receive a maximum
of 10 points on this subtest. Raw scores ranged between 5.35 and 9.5 for subjects with
fluent aphasia with a mean score of 8.321 and a standard deviation of 1.131.
Aphasia Quotient
The aphasia quotient is a summary score that was calculated by adding the total
scores of the oral subtests of spontaneous speech, auditory verbal comprehension,
repetition and naming, and multiplying by 2. According to Kertesz (1979), this score is a
reliable measure of the severity of language impairment and can be conveyed as a percent
of normal, as most individuals without deficits can easily obtain an AQ score of 100. The
scores of subjects with fluent aphasia ranged between 74 and 95.4 on the aphasia quotient
with a mean score of 85.36 and standard deviation of 8.0 obtained.
Table 4 presents the raw data by subtest scores for individuals with nonfluent aphasia.
Spontaneous Speech
The raw scores on the subtest of spontaneous speech for individuals with
nonfluent aphasia ranged between 4 and 10 points. A mean score of 6.875 was achieved
with a standard deviation of 2.416.
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WAB Scores for Spontaneous Speech (SS). Auditory Verbal Comprehension (AVC),
Repetition (REP), Naming (NAM), and the Aphasia Quotient (AQ) for Subjects with
Non fluent Aphasia

SUBJECT

SS

AVC

REP

NAM

AQ

1
2
3
4
5
6
7
8

4
4
10
7
10
7
8
5

5.6
4.15
7.9
3.75
8.2
7.2
4.8
7.7

.4
5.2
1.4
1.9
8.1
1.7
2.2
.4

2.4
4.2
2.1
2.2
5.9
3.1
0
.4

26.8
35.1
42.8
29.7
64.4
38
30
27

TOTAL
MEAN
SD

55
6.875
2.416

49.3
6.162
1.799

21.3
2.663
2.661

20.3
2.537
1.917

293.8
36.72
12.51

Auditory Verbal Comprehension
The scores on the subtest of auditory verbal comprehension ranged between 3.75
and 8.2 for individuals with nonfluent aphasia. A mean score of 6.162 was obtained
with a standard deviation of 1.799.
Repetition
The raw scores on the subtest of repetition ranged between .4 and 8.1 for
individuals exhibiting nonfluent aphasia. The mean score obtained for this subtest was
2.663 with a standard deviation of 2.661.
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Naming
The individuals with nonfluent aphasia achieved raw scores ranging between 0
and 5.9 on the subtest of naming on the WAB. A mean score of 2.537 with a standard
deviation of 1.917 was achieved.
Aphasia Quotient
Aphasia quotient scores ranged between 26.8 and 64.4 for individuals exhibiting
nonfluent aphasia. A mean score of 36.72 with a standard deviation of 12.51 was
achieved.
Table 5 presents the total raw score, mean and standard deviation obtained by
individuals with fluent and nonfluent aphasia on the WAB.
Table 5
A Comparison of WAB Test Results by Subtest for Individuals with Fluent Aphasia and
Individuals with Nonfluent Aphasia

Nonfluent

Fluent
WAB Subtest

SS
AVC
REP
NAM
AQ

X

17.160
9.133
8.058
8.321
85.360

SD

1.992
.740
1.473
1.131
8.000

X

6.875
6.162
2.663
2.537
36.720

SD

2.416
1.799
2.661
1.917
12.510

Table 5 reflects the difference in performance that was observed on the WAB
between the fluent and nonfluent groups. As this table reveals, the individuals with fluent
aphasia scored substantially higher than the nonfluent subjects on all the subtests and the
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aphasia quotient of the WAB. A greater degree of variability can be seen in the scores
achieved by the subjects with nonfluent aphasia as compared to the scores obtained by
the fluent subject group.
Figure 1 graphically displays the mean scores obtained by individuals with fluent
and nonfiuent aphasia on the WAB subtests.
ASHA FACS Test Scores
Table 6 presents the raw data by subtest scores, for individuals with fluent aphasia
on the ASHA FACS.
Table 6
ASHA-FACS Scores for Social Communication (SC). Communication of Basic Needs
(CBN), Reading, Writing, and Number Concepts (RWNC), Daily Planning (DP), Overall
Communication Independence Mean Score (OCIMS), and Overall Qualitative Dimension
Mean Score (OQDMS) for Subjects with Fluent Aphasia

SUBJECTS

SC

CBN

RWNC

DP

OCIMS

OQDMS

1
2
3
4
5
6
7
8
9
10
11
12

6.5
5.2
6.3
6.7
6.0
5.8
6.9
6.7
5.9
5.4
5.4
6.2

7.0
6.0
7.0
6.7
6.8
7.0
7.0
6.8
7.0
7.0
7.0
7.0

7.0
4.5
7.0
6.3
4.3
6.6
6.9
6.8
7.0
6.6
6.4
5.2

7.0
4.8
7.0
7.0
7.0
7.0
7.0
6.5
5.8
7.0
6.0
7.0

6.9
5.1
6.8
6.7
6.0
6.6
7.0
6.7
6.4
6.5
6.2
6.4

4.3
3.3
4.9
4.5
4.3
4.2
4.4
4.8
4.5
4.6
4.5
4.4

TOTAL
MEAN
SD

73.0 82.3 74.6
6.083 6.858 6.217
0.564 0.291 0.983

79.1 77.3
6.592 6.442
0.709 0.511

52.7
4.392
0.399

SPON
SPEECH

AUD VERB
COMP

REPETITION

NAMING

APHASIA
QUOTIENT

SUBTESTS ON THE WAB

Figure 1. Mean WAB scores for subjects with fluent and nonfluent aphasia.

33

Social Communication
The first subtest, social communication, assesses the communication skills of the
subject in a social forum. For instance, is the subject able to use names of familiar
people, express agreement/disagreement, request information, explain how to do
something, follow directions, answer yes/no questions, understand facial expressions and
tone of voice, participate in conversations, and recognize/correct communication errors
(Frattali et al., 1995). Individuals who exhibited fluent aphasia obtained scores on the
social communication domain of the ASHA FACS that ranged between 5.2 and 6.9, out
of a maximum 7 points with a mean of 6.083 and a standard deviation of .564.
Communication of Basic Needs
Communication of basic needs assesses the subjects ability to recognize familiar
faces and voices, make strong likes/dislikes known, express feelings, request help when
necessary, make needs or wants known, and respond in an emergency (Frattali et al.,
1995). A maximum score of 7 is possible on this subtest. Individuals with fluent aphasia
obtained scores that ranged between 6.0 and 7.0. A mean score of 6.858 was obtained
with a standard deviation of .291.
Reading, Writing and Number Concepts
The domain of reading, writing and number concepts assesses a patients ability to
understand simple signs, use reference materials, follow written directions, understand
printed material, print/write/type name, complete forms, write messages, understand
signs with numbers, make basic money transactions, and understand units of
measurement (Frattali et al., 1995). Individuals with fluent aphasia achieved scores that
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ranged between 4.3 and 7.0, out of a maximum of 7 points on this domain of the ASHA
FACS. A mean score of 6.217 was obtained with a standard deviation of .983.
Daily Planning
Daily planning assesses a patients skills with regards to planning activities such
as: telling time, dialing telephone numbers, keeping scheduled appointments, using a
calendar, and following a map (Frattali et al., 1995), with a maximum rating of 7 points.
Individuals with fluent aphasia obtained ratings between 4.8 and 7.0 on the domain of
daily planning with a mean of 6.592 and a standard deviation of .709.
Overall Communication Independence Mean Score
The overall communication independence mean score was a summary score
calculated for each subject by adding the domain mean scores from the 4 subtests and
dividing this number by 4. Individuals with fluent aphasia received overall ratings
between 5.1 and 7.0 with a standard deviation of .511.
Overall Qualitative Dimension Mean Score
Each domain (SC, CBN, RWNC, and DP) is also rated on a scale of 1 to 5 for 4
qualitative dimensions including, adequacy, appropriateness, promptness, and
communication sharing. The overall qualitative dimension mean score was calculated by
adding the total dimension mean scores and dividing this number by 4. Individuals with
fluent aphasia obtained ratings that ranged between 3.3 and 4.9. A mean rating of 4.392
was achieved with a standard deviation of .399.
Table 7 presents the raw data by subtest scores, for individuals with nonfluent
aphasia on the ASHA FACS.

T a b le 7

ASHA-FACS Scores for Social Communication (SC), Communication of Basic Needs
(CBN), Reading, Writing, and Number Concepts (RWNC), Daily Planning (DP). Overall
Communication Independence Mean Score (OCIMS), and Overall Qualitative Dimension
Mean Score (OQDMS) for Subjects with Nonfluent Aphasia

SUBJECTS

SC

CBN

RWNC

DP

OCIMS

OQDMS

1
2
3
4
5
6
7
8

4.6
5.5
4.45
4.0
5.1
4.4
5.4
3.8

6.7
7.0
4.28
6.5
6.0
6.0
6.0
7.0

4.4
4.0
2.0
1.6
2.6
2.0
2.6
3.5

3.3
5.5
4.0
2.4
6.7
6.0
3.8
5.8

4.8
5.5
3.7
3.6
5.1
4.6
4.5
5.0

3.5
3.5
2.6
3.6
3.1
2.7
3.6
3.2

TOTAL
MEAN
SD

37.25 49.48 22.70
4.656 6.185 2.838
0.625 0.880 1.020

37.50 36.80
4.688 4.600
1.516 0.663

25.80
3.225
0.399

Social Communication
The group of subjects with nonfluent aphasia obtained scores on the social
communication domain of the ASHA FACS that ranged between 3.S and 5.5. A mean
score of 4.656 with a standard deviation of .625 was obtained.
Communication of Basic Needs
Individuals with nonfluent aphasia obtained scores that ranged between 4.28 and
7.0 on the communication of basic needs subtest. A mean score of 6.185 was obtained
with a standard deviation of .880.
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Reading, Writing and Number Concepts
The subjects with nonfluent aphasia achieved scores on the subtest of reading,
writing and number concepts that ranged between 1.6 and 4.4. A mean of 2.838 and a
standard deviation of 1.020 were obtained.
Daily Planning
Individuals with nonfluent aphasia scored between 2.4 and 6.7 on the domain of
daily planning. The mean score achieved was 4.688 with a standard deviation of 1.516.
Overall Communication Independence Mean Score
The group of subjects with nonfluent aphasia received overall ratings between 3.6
and 5.5 on the overall communication independence mean score. A mean score of 4.6
was achieved with a standard deviation of .663.
Overall Qualitative Dimension Mean Score
Those subjects with nonfluent aphasia obtained ratings that ranged between 2.7
and 3.6, with a mean of 3.225 and standard deviation of .399 on the overall qualitative
dimension mean score.
Table 8 presents the total raw score, mean and standard deviation obtained by
individuals with fluent and nonfluent aphasia on the ASHA FACS.
This table reflects the differential performance observed on the ASHA FACS
between the fluent and nonfluent groups. Notable differences can be observed between
the subjects with fluent aphasia and those with nonfluent aphasia based on the data
provided in table 8. Subjects with fluent aphasia were rated higher than the nonfluent
individuals on all subtests of the ASHA FACS. Review of the data below revealed
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greater variability in the scores obtained by subjects with nonfluent aphasia than those
individuals with fluent aphasia.
Table 8
A Comparison of ASHA FACS Test Results by Subtest for Individuals with Fluent
Aphasia and Individuals with Nonfluent Aphasia

Nonfluent

Fluent

ASHA FACS Subtest

X

SD

SC
CBN
RWNC
DP
OCIMS
OQDMS

6.083
6.858
6.217
6.592
6.442
4.392

.564
.291
.983
.709
.511
.399

X

SD

4.656 .625
6.185 .880
2.838 1.020
4.688 1.516
4.600 .663
3.225 .399

Figure 2 provides a graphic visualization of the mean scores obtained by
individuals with fluent and non'duent aphasia on the ASHA FACS.
Table 9 shows the results of the ANOVA conducted for the fluent and nonfluent
subjects who participated in this investigation.
Inspection of this table reveals that all of the analyses were significant at or
beyond the .05 level of confidence. These data indicate the consistency of the
performance of the two groups of subjects across all of the subtests on both the WAB and
ASHA FACS.

Figure 2. Mean ASHA FACS ratings for subjects w ith fluent and nonfluent aphasia.
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Table 9
Significance Level for One-Way Analysis of Variance for Fluent versus Nonfluent
Subjects

WAB SUBTESTS

ASHA-FACS SUBTESTS

ss
AVC
REF
NAM
AQ

SC
[F (1.18) = 28.23, p = .000)
CBN
[F (1,18) = 6.17, p = .023]
RWNC [F (1,18) = 55.07, p = .000]
DP
[F (1,18)= 14.49, p = .001]
OCIMS [F (1,18) = 49.26, p = .000]
OQDMS [F (1,18) = 41.06. p = .000]

[F (1,18)= 108.25, p =:.000]
[F (1,18)= 26.58, p = .000]
[F (1, 18) = 34.26, p = .000]
[F (1, 18) = 72.62. p = .000]
[F (1, 18) = 113.66, p ■
= .000]

WAB Test Results for Subjects with Fluent and Nonfluent Aphasia
The first subtest on the WAB was spontaneous speech. Individuals with fluent
aphasia were very consistent in their level of responses, performing this task with a mean
score of 17.16 out of 20 possible points and a standard deviation of 1.992. In comparison
individuals with nonfluent aphasia completed this subtest with a mean score of 6.875,
indicating a statistically significant difference between the two groups
([F (1,18) =108.25, p = .000]). These scores reflect the level of difficulty individuals
with nonfluent aphasia have in producing spontaneous speech utterances
In this investigation, subjects with fluent aphasia out-performed the individuals
with nonfluent aphasia on the auditory verbal comprehension subtest of the WAB with a
mean score of 9.133 as compared to 6.162 out of 10 possible points. These results
indicate a statistically significant difference between the fluent and nonfluent groups
([F( 1,18) = 26.58, p = .000]).
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The third subtest on the VVAB was repetition. The individuals with fluent aphasia
were able to perform this task with a mean score of 8.058 out of 10 possible points while
the individuals with nonfluent aphasia obtained a mean score of 2.663 The analysis of
variance found a significant difference between these groups ([F (1,18) = 34.26,
p = .000]).
The last subtest on the WAB was naming. In this investigation a statistically
significant difference was found between the fluent and nonfluent subjects
([F (1,18) = 72.62, p = .000]). The individuals with fluent aphasia performed this task
with a mean score of 8.321 out of 10 possible points, while the individuals with nonfluent
aphasia obtained a mean score of 2.537.
A statistically significant difference was found between the fluent and nonfluent
groups with regard to the obtained aphasia quotient scores ([F (1,18) = 113.66, p = .000]).
On the WAB, the subjects with fluent aphasia obtained a mean AQ of 85.36. In
comparison the individuals with nonfluent aphasia obtained a mean AQ score of 36.72.
These differences in scores reflect the varying deficits exhibited by individuals with
fluent and nonfluent aphasia. The individuals with fluent aphasia out-performed the
individuals with nonfluent aphasia on all the oral language subtests of the WAB
ASHA FACS Test Results for Subjects with Fluent and Nonfluent Aphasia
The ASHA FACS was composed of 4 subtests namely, social communication,
communication of basic needs, reading, writing, number concepts, and daily planning.
An overall communication independence mean score and an overall qualitative
dimension mean score was also calculated for each patient. The ASHA FACS was
designed to be completed by a speech-language pathologist who is familiar with a client’s
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typical performance in the domains surveyed by the instrument (Frattali et al.. 1995).
Other professionals serving the client, such as a nurse, physical therapist, or occupational
therapist, may be interviewed to complete the ASHA FACS. As well, family members,
friends, or caregiver of the client may also provide the necessary information to complete
this assessment tool. Subjects are rated on a scale of 1-7. A score of 1 indicates that the
subject does not perform that item even with maximal assistance, while a score of 7
indicates that the subject does perform that item, without any prompting or assistance.
Scores decrease in level of assistance and prompting required as they approach a
score of 7.
A statistically significant difference was noted in the scores obtained by
individuals with fluent aphasia and nonfluent aphasia on the domain of social
communication ([F (1,18) = 28.23, p = .000]). Individuals with fluent aphasia were rated
with a mean social communication score of 6.083 while those with nonfluent aphasia
achieved a mean score of 4.656.
Communication of basic needs was the second subtest of the ASHA FACS.
Individuals with fluent aphasia obtained a mean domain score of 6.858, while those with
nonfluent aphasia achieved a mean domain score of 6.185 on the domain of
communication of basic needs. These results reflect a significant difference between the
fluent and nonfluent groups ([F (1,18) = 6.17, p = .023]).
A statistically significant difference was found between the groups of fluent and
nonfluent subjects on the subtest of reading, writing and number concepts ([F (1,18) =
55.07, p = .000]). Individuals with fluent aphasia obtained a mean domaui score of
6.217, while the individuals with nonfluent aphasia achieved a mean score of 2.838.
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Daily planning was the last domain of the ASHA FACS. A significant difference
was found between the groups of fluent and nonfluent subjects ([F (1,18)= 14.49,
p = .001]). Individuals with fluent aphasia were rated as performing these tasks wiih a
mean score of 6.592. Individuals with nonfluent aphasia were rated with a mean domain
score of 4.688 in comparison.
A statistically significant difference was found on this measure between the fluent
and nonfluent subject groups for overall communication independence mean scores
([F (1,18) = 49.26, p = .000]). The fluent subjects scored an OCIMS of 6.442 while the
nonfluent subjects scored 4.600.
Again, a statistically significant difference was found between the two subject
groups for the OQDMS ([F (1,18) = 41.06, p = .000]). The individuals with fluent
aphasia were rated with a mean score of 4.392, while those with nonfluent aphasia were
rated with a mean score of 3.225.
The ratings obtained on the subtests of the ASHA FACS indicate that individuals
with nonfluent aphasia experience more difficulty than individuals with fluent aphasia
with everyday tasks of social communication, communication of basic needs, reading,
writing and number concepts and daily planning.
The degree of association with the fluent and nonfluent groups was investigated in
this present study.
Correlations between the WAB and ASHA FACS Subtests for Subjects with Fluent
Aphasia.
Table 10 presents the Pearson Product Moment Correlation Coefficients betv.'een
the scores for the four subtests of the WAB—spontaneous speech, auditory verbal
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comprehension, repetition, and naming and the aphasia quotient and the ratings on the
ASHA FACS for the four domains of social communication, communication of basic
needs, reading, writing and number concepts, and the overall communication
independence mean score and overall qualitative dimension mean score for individuals
with fluent aphasia.
Table 10
Pearson Product Moment Correlation Coefficients Between Subtests of the WAB and the
ASHA FACS for Subjects with Fluent Aphasia

SUBTESTS

SS

AVC

REP

NAM

AQ

SC
CBN
RWNC
DP
OC1MS
OQDMS

0.011
0.123
0.036
0.297
0.144
0.471

0.499
0.611*
0.391
0.725**
0.681*
0.838***

0.169
-0.070
0.311
-0.145
0.149
0.300

0.308
0.707**
0.293
0.678*
0.569
0.828***

0.247
0.349
0.288
0.421
0.414
0.735**

*
**
***

Significant at the .05 alpha level
Significant at the .01 alpha level
Significant at the .001 alpha level
Figure 3 provides a graphic representation of the data summarized in table 10.

Spontaneous Speech
Correlations for spontaneous speech scores on the WAB and ratings on the ASHA
FACS ranged from .011 to .471 for individuals with fluent aphasia. The HgMst
correlation was .471 between the spontaneous speech score on the WAB and the rating
on the overall qualitative dimension mean score on the ASFIA F \C S . The lowest
correlation was .011 between the spontaneous speech score on the WAB and the rating
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on the social communication domain of the ASHA FACS. The spontaneous speech
scores on the WAS positively correlated with all the ratings on the ASHA FACS. No
correlations were found to be significant at the .05 level of significance on the
spontaneous speech subtest.
Auditory Verbal Comprehension
Correlations for auditory verbal comprehension on the WAB and ratings on the
ASHA FACS ranged from .391 to .838 for individuals with fluent aphasia. The highest
correlation was .838 between the auditory verbal comprehension score on the WAB and
the rating on the overall qualitative dimension mean score on the ASHA FACS. The
lowest correlation was .391 between the auditory verbal comprehension score on the
WAB and the ratings on the reading, writing, and number concepts domain on the ASHA
FACS. Significant positive correlations (p<.05) were found between the auditory verbal
comprehension scores on the WAB and ratings on the domain of communication of basic
needs and overall communication independence mean score. Significant positive
correlations (p<.01) were found between the auditory verbal comprehension scores on the
WAB and the ratings on the daily planning domain of the ASHA FACS. Significant
positive correlations (p<.001) were also found between the auditory verbal
comprehension scores on the WAB and ratings on the overall qualitative dimension mean
score on the ASHA FACS.
Repetition
Correlations for repetition scores on the WAB and ratings on the ASHA FACS
ranged from -.070 to .311 for individuals with fluent aphasia. The highest correlation
was .311 between the repetition score on the WAB and the reading, writing and number
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concepts domain on the ASHA FACS. The lowest correlation was -.070 between the
repetition score on the WAB and the rating of the communication of basic needs domain
on the ASHA FACS. No correlations were found to be significant at the .05 level
between the repetition subtest on the WAB and the subtests of the ASHA FACS.
Naming
Correlations for naming scores on the WAB and ratings on the ASHA FACS
ranged from .293 to .828 for individuals with fluent aphasia. The highest correlation was
.828 between the naming score on the WAB and the rating on the overall qualitative
dimension mean score on the ASHA FACS. The lowest correlation was .293 between the
naming score on the WAB and the reading, writing and number concepts domain on the
ASHA FACS. Significant correlations (p<.05) were found between the naming scores on
the WAB and the ratings of the daily planning scores on the ASHA FACS. Correlations
between scores on the naming subtest of the WAB and the ratings on the communication
of basic needs were found to be significant (pc.Ol), as well. Another significant posi .ive
correlation (pc.OOl) was found between the naming scores on the WAB and the ratings
on the overall qualitative dimension mean score of the ASHA FACS.
Aphasia Quotient
Correlations for aphasia quotient scores on the WAB and ratings on the ASHA
FACS ranged from .247 and .735 for individuals with fluent aphasia. The highest
correlation was.7.35 between the aphasia quotient score on the WAB and rating
of the overall qualitative dimension mean score on the ASHA FACS. The lowest
correlation was .247 between the aphasia quotient score on the WAB and the rating on
the social communication domain score on the ASHA FACS. Significant positive
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correlations (pc.O!) were found between the aphasia quotient scores and the ratings of the
overall qualitative dimension mean scores on the ASHA FACS.
Correlations between the WAB and ASHA FACS Subtests for Subjects with Nonfluent
Aphasia.
Table 11 presents the Pearson Product Moment Correlation Coefficients between
the scores for the four subtests of the WAB—spontaneous speech, auditory verbal
comprehension, repetition, and naming and the aphasia quotient and the ratings on the
ASHA FACS for the four domains of social communication, communication of basic
needs, reading, writing and number concepts, and the overall communication
independence mean score and overall qualitative dimension mean score for individuals
with nonfluent aphasia
Table 11
Pearson Product Moment Correlation Coefficients Between Subtests of the WAB and the
ASHAFACS for Subjects with Nonfluent Aphasia

SUBTESTS

SS

AVC

REP

NAM

AQ

SC
CBN
RWNC
DP
OCIMS
OQDMS

0.076
-0.811*
-0.752*
0.101
-0.481
-0.515

-0.271
-0.457
-0.132
0.621
0.083
-0.805*

0.625
0.029
-0.024
0.545
0.452
0.039

0.359
0.001
0.031
0.491
0.369
-0.196

0.326
-0.419
-0.294
0.579
0.150
-0.458

*

Significant at the .05 alpha level
Figure 4 provides a graphic presentation of the correlation coefficients obtained

between the WAB subtest scores and the ASHA FACS ratings for subjects with
nonfluent aphasia. A greater number of negative correlations existed for subjects with
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nonfluent aphasia between subtests on the WAB and ASHA FACS than for subjects with
fluent aphasia.
Spontaneous Speech
Correlations for spontaneous speech scores on the WAB and ratings on the ASHA
FACS ranged from .076 to -.811 for individuals with nonfluent aphasia. The highest
correlation was -.811 between the spontaneous speech score on the WAB and the rating
on the communication of basic needs domain of the ASHA FACS. The lowest
correlation was .076 between the spontaneous speech score on the WAB and the rating
on the social communication domain of the ASHA FACS. Significant correlations
(p<.05) were found between the spontaneous speech scores on the WAB and the ratings
for the domains of communication of basic needs and reading, writing and number
concepts on the ASHA FACS.
Auditory Verbal Comprehension
Correlations for auditory verbal comprehension on the WAB and ratings on the
ASHA FACS ranged from .083 to -.805 for individuals with nonfluent aphasia. The
highest correlation was -.805 between the auditory verbal comprehension score on the
WAB and the ratings on the overall qualitative dimension mean score on the ASHA
FACS. The lowest correlation was .083 between the auditory verbal comprehension
score on the WAB and the rating on the overall communication independence mean score
of the ASHA FACS. Significant positive correlations (p<.05) were found between the
auditory verbal comprehension scores on the WAB and ratings of the overall qualitative
dimension mean score on the ASHA FACS. Negative correlations were found between
the auditory verbal comprehension scores on the WAB and the ratings on the domains of
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social communication, communication of basic needs, reading, writing and number
concepts, and the overall qualitative dimension mean score on the ASHA FACS.
Repetition
Correlations for repetition scores on the WAB and ratings on the ASHA FACS
ranged from -.024 to .625 for individuals with nonfluent aphasia. The highest correlation
was .625 between the repetition score on the WAB and rating on the social
communication domain on the ASHA FACS. The lowest correlation was -.024 between
the repetition score on the WAB and the rating on the reading, writing and number
concepts domain on the ASHA FACS. No correlations were found to be significant at
the .05 level between the subtest of repetition on the WAB and the subtests on the ASHA
FACS.
Naming
Correlations for naming scores on the WAB and ratings on the ASHA FACS
ranged from .001 to .491 for individuals with nonfluent aphasia. The highest correlation
was .491 between the naming score on the WAB and the rating on the daily planning
score on the ASHA FACS. The lowest correlation was .001 between the naming score
on the WAB and the rating on the communication of basic needs domain of the ASHA
FACS. Positive correlations were found between the naming scores on the WAB and the
ratings on the domains of social communication, communication of basic needs, reading,
writing and number concepts, and daily planning scores on the ASHA FACS. A positive
correlation was also found between scores on the naming subtest of the WAB and the
ratings of the overall communication independence mean score while a negative
correlation was obtained for the naming subtest on the WAB and the overall qualitative
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dimension mean score on the ASHA FACS. No correlations between the naming subtest
of the WAB and the subtests of the ASHA FACS were found to be significant at the .05
significance level.
Aphasia Quotient
Correlations for aphasia quotient scores on the WAB and ratings on the ASHA
FACS ranged from .150 and .579 for individuals with nonfluent aphasia. The highest
correlation was 579 between the aphasia quotient score on the WAB and the rating of the
daily planning domain on the ASHA FACS. The lowest correlation was .150 between
the aphasia quotient score on the WAB and the rating of the overall communication
independence mean score on the ASHA FACS. Positive correlations were found
between the aphasia quotient scores on the WAB and the ratings on the ASHA FACS for
the domains of social communication, daily planning and overall communication
independence mean scores. Negative correlations were found between the aphasia
quotient scores on the WAB and the ratings of the communication of basic needs domain,
reading, writing and number concepts, and overall qualitative dimension mean scores on
the ASHA FACS. No correlations between the aphasia quotient of the WAB and the
subtests of the ASHA FACS were found to be significant at the .05 significance level.
An independent t-test was conducted for the variable of age of subjects within the
fluent and nonfluent groups and revealed no significant difference between the two
groups. Therefore, based on these findings it would seem the ages of the subjects did not
contribute to the differences in performance exhibited between the two groups.
There was also no significant difference found between the two groups on the
variable of education level. Of the 12 individuals with fluent aphasia. 4 subjects had a
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college education, 5 subjects had some highschool, 2 subjects had a grade 8 education or
less, and the education level for one subject was unavailable. Of the 8 individuals with
nonfluent aphasia, 1 subject had a college education, 2 had some highschool, 3 subjects
had a grade 9 education or less, and the education level for two of these subjects was
unavailable. The education level of subjects did not contribute to the differences found in
performance between the two groups of subjects.

CHAPTER FOUR

DISCUSSION

The purpose of this study was to investigate a newly developed scale of functional
assessment, the ASHA FACS and its ability to identify functional communication skills
in individuals diagnosed with aphasia. This study determined the relationship between
scores on the WAB and ratings on the ASHA FACS for adults with aphasia. The three
research questions this study addressed were: (1) Is the ASHA FACS sensitive to
communication differences exhibited by the various classifications of aphasia? (2) How
do the subtests on the ASHA FACS correlate with the subtests on the WAB? and
(3) Which of the subtests on the ASHA FACS and the WAB demonstrate the highest
correlation?
Differences in performance on the spontaneous speech, auditory verbal
comprehension, repetition, naming and the aphasia quotient subtests on the WAB and
ratings on the ASHA FACS were investigated for individuals in the fluent and nonfluent
aphasic groups. Statistical analysis revealed that the two subject groups were
significantly different at or beyond the .05 confidence level. It appeared that both of the
assessment tools utilized in this investigation, the WAB and the ASHA FACS, were
assessing similar levels of communication for the individuals with fluent aphasia and
those with nonfluent aphasia. Individuals with fluent aphasia scored substantially higher
than individuals with nonfluent aphasia on all subtests of the WAB and the aphasia
53
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quotient. The subjects with fluent aphasia were also rated higher on the ASHA FACS
than were individuals with nonfluent aphasia. The results obtained through testing are as
expected, based on the characteristics of the subtypes of aphasia.
The two groups studied, those with fluent and nonfluent aphasia, were consistent
in their ievel of responses throughout testing. The results obtained from the aphasia
quotient of the WAB, reflect this differential but consistent performance. The aphasia
quotient of the WAB was calculated by adding each of the four subtest totals together and
multiplying by two. Each subtest however, contributed a different percentage to the
calculation of the aphasia quotient (Crary & Rothi, 1989). Crary and Rothi (1989)
provided the following breakdown of each of the subtest components towards the aphasia
quotient: information content, fluency, and repetition each contribute 20%, object naming
contributes 12%, sequential commands contribute 8%, yes/no questions and auditory
word recognition each contribute 6%, word fluency contributes 4% while sentence
completion and responsive speech each contribute 2%. As Crary and Rothi (1989)
indicated, “these percentages demonstrate that the WAB Aphasia Quotient is weighted
heavily toward expressive tasks (80% of the AQ)” (p.163). Given this summation, it is
not surprising that individuals with fluent aphasia scored higher on the WAB than
individuals with nonfluent aphasia. Typically, individuals with fluent aphasia produce a
great deal of language with few pauses, normal articulation and generally intact
syntactical skills while individuals with nonfluent aphasia produce sparse, perseverative
language characterized by disturbed prosody, misarticulations, errors in syntax, and
reduction in phrase length.
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It is not possible to attach a classification (Anomic. Broca’s etc.) to individuals
with aphasia based solely on their results of the ASHA FACS. However, close
examination of each subtest provides deficit areas of functional communication in much
the same way the WAB provides a profile of residual language abilities. As was seen in
the results obtained in this study, a great degree of variability may exist within the scores
obtained on the ratings of each subtest of the ASHA FACS. Within the same subtest, a
subject may be rated as needing maximal assistance on some questions while on others
they are rated as needing no assistance or prompting. Close examination of the subtests
of the ASHA FACS may be required to determine appropriate targets for intervention or
the amount of progress that has been attained.
Lomas et al. (1989) conducted a comparison study similar to this present
investigation. The above authors validated the CETI, as a measure of functional
communication according to correlations found with other protocols such as the Speech
Questionnaire (Lincoln, 1982) and the WAB. According to the results of the Lomas et al.
(1989) study “the patterns of correlations found between the CETI and these other
measures suggests that it possibly measures a separate but overlapping dimension to the
traditional language assessment instrument” (p. 120). These findings may also be true of
this investigation. It is possible that the ASHA FACS evaluated a separate but
overlapping dimension of communication that was also captured by the WAB.
According to Lomas et al. (1989), one of the pitfalls of the functional communication
assessment tools available to date is that they correlate so well with existing measures of
language that they seem to not be measuring any separate dimension.
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This investigation sought to answer a second question of how the subtests of the
ASHA FACS and WAB correlate with each other. This question was addressed for both
the responses of individuals with fluent aphasia and those with nonfluent aphasia.
A significant relationship was found between several subtests of the WAB and the
ASHA FACS for individuals with fluent aphasia. The subtests of auditory verbal
comprehension and naming on the WAB were found to correlate significantly with the
domains of communication of basic needs and daily planning on the ASHA FACS. It
seems reasonable to assume that these subtests correlate well because the level of
auditory comprehension skills and ability to name common objects exhibited by subjects
on the WAB would also be reflected in the subtests of communication of basic needs and
daily planning. It seems likely that if an individual with intact auditory comprehension
skills was rated highly on the WAB they would also be rated highly on these subtests of
the ASHA FACS since a large component of these domains assesses how well the subject
is understanding in everyday activities.
Auditory verbal comprehension on the WAB also correlated significantly with the
overall communication independence mean score and the overall qualitative dimension
mean score of the ASHA FACS for individuals with fluent aphasia. The overall ratings
on the subtests of the ASHA FACS are reflected in the two overall mean scores. It seems
plausible that an individual who performs well on the auditory comprehension
component of the WAB will also do well overall, on the subtests of the ASHA FACS that
require understanding of auditory and linguistic input.
The subtest of naming on the WAB also revealed a significant positive
relationship with the overall qualitative dimension mean score on the ASHA FACS for
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individuals with fluent aphasia. An individual's ability to name common objects may
correspond with their perceived qualitative abilities (appropriateness, adequacy,
promptness, and communication sharing) in tasks of functional communication. A
reduced score on a naming task may indicate that the individual will also have difficulty
responding to tasks of functional communication adequately, appropriately, promptly,
and with limited burden on their communicative partner.
A significant positive relationship was also found between the aphasia quotient of
the WAB and the overall qualitative dimension mean score of the ASHA FACS for
individuals with fluent aphasia. It seems reasonable to assume that the scores on the
aphasia quotient of the WAB would be reflected in the overall qualitative ratings given
on the ASHA FACS. An individual who scores well on the aphasia quotient is also likely
to be rated as exhibiting appropriate, adequate and prompt functional communication
with little burden placed on their communicative partner.
Several significant relationships were found between the subtests of the WAB and
the domains of the ASHA FACS for individuals with nonfluent aphasia. Significant
negative correlations were found between the subtest of spontaneous speech on the WAB
and the domains of communication of basic needs and reading, writing and number
concepts on the ASHA FACS.
As the scores obtained by individuals with nonfluent aphasia decreased on the
spontaneous speech subtest of the WAB, their corresponding ratings on the domains of
communication of basic needs and reading, writing and number concepts increased.
Given the known deficits of individuals with nonfluent aphasia, these findings are not
surprising. The spontaneous speech subtest on the WAB requires the subject to respond
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verbally to questions and a picture description. However, the ASHA FACS domains of
commui. cation of basic needs and reading, writing and number concepts do not require
such verbal output. Therefore, individuals with nonfluent aphasia may be more
successful in such functional tasks as communicating their wants/needs, likes/dislikes,
making basic money transactions, writing messages or filling out short forms. Other
modes of communication such as reading, writing and gesturing allow the individual with
nonfluent aphasia to experience a greater degree of success in communication exchanges
than the modality of verbal output provides them.
A significant negative relationship was also found between the subtest of auditory
verbal comprehension on the WAB and the overall qualitative dimension mean score on
the ASHA FACS. As scores increased for individuals with nonfluent aphasia on the
subtest of auditory verbal comprehension on the WAB they decreased on the overall
qualitative dimension mean score on the ASHA FACS. This finding may be due to the
difficulty many speech-language pathologists encountered in providing appropriate
qualitative ratings for their patients for many of the subtests. For instance, when
providing a rating for the qualitative dimension of promptness, many subjects were
described as delayed in their response, but efficient. No rating on the scale of 1-5
provides this option. In addition, providing ratings on the qualitative dimensions for
several subtests (for example, daily planning) seemed inappropriate.
The last research question addressed was which of the subtests on the ASHA
FACS and the WAB demonstrated the highest correlation? The highest correlation of
.725 was found for individuals with fluent aphasia between the subtest of auditory verbal
comprehension on the WAB and the domain of daily planning on the ASHA FACS. This
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correlation was found to be significant at the .01 alpha level. It seems plausible that the
level of understanding demonstrated by a patient would be related to their abilities in
tasks of daily planning. If an individual is having difficulty understanding auditory or
visual input they might not be able to successfully complete tasks of daily planning that
require such skills.
The subtest of auditory verbal comprehension on the WAB was also correlated
highly with the overall qualitative dimension mean score on the ASHA FACS. A
correlation of .838 was obtained between these scores and ratings that were found to be
significant at the .001 alpha level.
The highest correlation of -.811 was found for individuals with nonfluent aphasia
between the subtest of spontaneous speech on the WAB and the domain of
communication of basic needs on the ASHA FACS. This correlation was found to be
significant at the .05 alpha level. As scores increased for individuals with nonfluent
aphasia on the ASHA FACS for the domain of communication of basic needs, a
corresponding decrease was noted in the scores obtained on the spontaneous speech
subtest of the WAB. Individuals with nonfluent aphasia likely scored higher on the
subtest of communication of basic needs on the ASHA FACS because no linguistic
output was necessary.
The subtest of spontaneous speech on the WAB is composed of scores for both
information content and fluency. Results obtained by Crary and Rothi (1989) found that
the score obtained from the information content component had the highest correlation
with the aphasia quotient. According to Kertesz (1979). the information content score
obtained on the WAB "‘approximates the assessment of functional
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communication” (p.44). The findings of this investigation did not validate this statement.
Subjects with nonfluent aphasia performed poorly on the spontaneous speech subtest
(composed of information content and fluency) of the WAB, but were rated as functional
communicators on the ASHA FACS subtests of communication of basic needs and
reading, writing and number concepts.
In order to provide the most comprehensive assessment of a patient’s
communicative status, a measure of functional communication, such as the ASHA FACS,
should be used as a supplement to a traditional assessment instrument, such as the WAB.
Such measures used in isolation should not be used as the sole criterion for determining
treatment outcomes or the efficacy of aphasia therapy.
Overall, the ASHA FACS assesses the functional communication of both
individuals with fluent aphasia and those with nonfluent aphasia. Subjects with nonfluent
aphasia in this investigation scored higher on the subtests of the ASHA FACS than they
did on the subtests of the WAB. This difference may be due in part to the degree of
sensitivity this instrument attains in delineating the deficits of patients with nonfluent
aphasia or to the subjective nature of the ASHA FACS. The WAB, on the other nand is
an objective test, and if performed properly, no subjective ratings on the part of the
administrator should affect the outcomes.
The results obtained on the WAB may be used to predict the functional
communication of an individual with aphasia. Based on the results

this investigation,

an individual who scores highly on the subtest of auditory verbal comprehension is likely
to score as well when assessed in the areas of communication of basic needs or daily
planning abilities. They may also be perceived as communicating appropriately,
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adequately, promptly, and with minimal burden on their communicative partner when
high scores are obtained on the aphasia quotient of the WAB. In contrast, iow scores
obtained on the WAB do not predict low scores on the ASHA FACS for the subtests of
communication of basic needs and reading, writing and number concepts. The negative
relationship found in this investigation between these subtests supports the possibility
that individuals v/ith aphasia can be functional communicators through modalities other
than verbal output.
A limitation of this present investigation is that no vision or hearing testing was
conducted prior to the administr

on of the WAB or rating on the ASHA FACS.

CHAPTER FIVE
SUMMARY AND CONCLUSIONS
The purpose of the present study was to investigate a newly developed scale of
functional assessment, the ASHA FACS and its ability to identify functional
communication skills in individuals diagnosed with aphasia. This study determined the
relationship between scores on the WAB and ratings on the ASHA FACS for adults with
aphasia.
Based on the results of the present study, the following conclusions may be
drawn:
1.

The ASHA FACS appears to be sensitive to the communication
differences exhibited by individuals with fluent and nonfluent aphasia,
although patients cannot be classified within the fluent/nonfluent
dichotomy solely on ratings of the ASHA FACS.

2.

The scores obtained by individuals with fluent aphasia on the subtests of
the WAB and ASHA FACS reflect their ability to communicate, although
impaired, primarily through a verbal modality and also through reading,
writing, and gesturing.

3.

The results obtained by individuals with nonfluent aphasia on the subtests
of the WAB and ASHA FACS reflect their ability to pci form better on
subtests that do not require a verbal response.
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4.

The ASHA FACS is a useful assessment instalment that should be used in
combination with a traditional assessment tool to provide the most
comprehensive assessment of a patient’s communicative status. The
ASHA FACS provides information on communicative skills that the
traditional tools are not capable of providing due to their strong emphasis
on verbal responses.

Based on the these findings, it was concluded that the ASHA FACS was a useful
instrument for measuring functional communication abilities of individuals with either
fluent or nonfluent aphasia. It was postulated that the ASHA FACS might have been
measuring a similar overlapping dimension of communication captured by the WAB.
The following recommendations were formulated through the completion of this
investigation:
1.

Further studies should be performed to validate the findings of this present
investigation with either the WAB or another traditional assessment
instrument that assesses residual language skills.

2.

Future studies should try to control for the length of time since onset of
stroke or cerebral insult and the amount of speech-language pathology
services provided.

3.

It is also recommended that an equal number of fluent and nonfluent
subjects be included in the study.

4.

A vision and hearing screening should be conducted on ail subjects prior
to testing.
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5.

A future study may investigate the sensitivity of the ASHA FACS in
assessing change in performance over time.

APPENDIX A
SUBJECT CONSENT FORM
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APPENDIX A

STUDY OF FUNCTIONAL COMMUNICATION
CONSENT TO PARTICIPATE
The purpose of this study is to investigate a newly developed scale, the A S H A F u n c tio n a l A sse ssm e n t o f C o m m u n ic a tio n S k ills f o r A d u lts

and its ability to identify

functional communication skills in adults diagnosed with aphasia.
You are asked to participate in this study to help us gain information about these
two tools If you agree to participate, testing will occur over two sessions of an hour
each. You will be asked to answer questions both verbally and in writing for the W e ste rn
A p h a s ia B a tte ry
S k ills f o r A d u lts

Information for the A S H A - F u n c tio n a l A sse ssm e n t o f C o m m u n ic a tio n
can be obtained by interviewing your clinician and/or caregiver. The

testing poses no risk to you. The benefit to you is the satisfaction of contributing to the
collection of data on assessment tools for aphasia; you will receive no payment for your
participation.
All of the data collected (including your name, age, gender, diagnosis, severity,
date of onset, and test scores) will be held in the strictest of confidence and will be used
solely for the purpose of this study. All of the data will be stored in a locked filing
cabinet in the office of Dr. Wayne Swisher, Chairman of the Department of
Communication Sciences and Disorders at the University of North Dakota (UND) for the
duration of three years. After three years, the data will be destroyed. If you wish, you
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may have the data once the study is completed. If the data are published, you will not be
identified by name.
If you choose to participate in this study, you may withdraw at any time without it
being held against you. If you have any questions regarding this study or what we will be
doing, I will be happy to answer them for you. If questions about the study arise in the
future, I can be reached at (204) 885-5326.
My supervisor at UND is Dr. Wayne Swisher (701-777-3232), and he would be
willing to answer any questions you might have, as well. You will be given a copy of
this form for your own records.

Racheal Humphrey
Investigator

Date

I have read and I understand all of the above. I willingly agree to participate in
this study.

Subject’s Signature

Date

Family Member/Legal Guardian

Date

Witness

Date
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